According to recent recommendations, healthcare professionals in palliative care should be able to perform a spiritual history-taking. Previous findings suggest that the FICA tool is feasible for the clinical assessment of spirituality. However, little is known about the views of GPs on the use of this tool.
INTRODUCTION
To identify points of agreement about spirituality as it applies to health care and to make recommendations to advance the delivery of qualified spiritual care in palliative care, a Consensus Conference was held in 2009 in Pasadena, California, US. The participants agreed upon the following recommendations:
'All healthcare professionals should be trained in doing a spiritual screening or history as part of their routine history and evaluation. Healthcare providers should adopt and implement structured assessment tools to facilitate documentation of needs and evaluation of outcomes of treatment.' 1 The EAPC (European Association of Palliative Care) taskforce on spiritual care in palliative care has agreed upon the following working definition of spirituality, based on the Consensus Conference in the US:
'Spirituality is the dynamic dimension of human life that relates to the way persons (individual and community) experience, express and/or seek meaning, purpose and transcendence, and the way they connect to the moment, to self, to others, to nature, to the significant and/or the sacred.' 2 It also highlighted that the spiritual field is multidimensional: '1. Existential challenges (for example, questions concerning identity, meaning, suffering and death, guilt and shame, reconciliation and forgiveness, freedom and responsibility, hope and despair, love and joy).
Value-based considerations and attitudes
(what is most important for each person, such as relations to oneself, family, friends, work, things nature, art and culture, ethics and morals, and life itself).
Religious considerations and foundations
(faith, beliefs and practices, and the relationship with God or the ultimate).' 2 Most seriously ill patients and their GPs consider it important that physicians attend to patients' spiritual concerns. 3 Patients justify spiritual assessment on the basis of importance of spirituality in life and health. They affirm that physicians are helpful when legitimising their spiritual concerns. 4 However, almost three-quarters of patients with advanced cancer report that their spiritual needs are supported minimally or not at all by the medical system. 5 Most GPs see it as their role to identify and assess their patients' spiritual needs, despite perceived barriers such as lack
Aim
To provide a solid overview of the views of Flemish GPs concerning spirituality and the use of the FICA tool for spiritual history-taking in palliative care.
Design and setting
Qualitative interview study in Flanders, Belgium.
Method
Twenty-three GPs participated in a semistructured interview. The interviews were analysed by thematic analysis, which includes line-by-line coding and the generation of descriptive and analytical themes.
Results
The interviewees stated that they would keep in mind the questions of the FICA tool while having a spiritual conversation, but not use them as a checklist. The content of the tool was generally appreciated as relevant, however, many GPs found the tool too structured and prescribed, and that it limited their spontaneity. They suggested rephrasing the questions into spoken language. The perceived barriers during spiritual conversations included feelings of discomfort and fear, and the lack of time and specific training. Factors that facilitated spiritual conversations included the patients' acceptance of their diagnosis, a trusting relationship, and respect for the patients' beliefs.
Conclusion
A palliative care process with attention focused on the patient's spirituality was generally perceived as a tough but rewarding experience. The study concludes that the FICA tool could be a feasible instrument for the clinical assessment of spirituality, provided that certain substantive and linguistic adjustments are made. Additional research is needed to find the most suitable model for spiritual history-taking, in response to the specific needs of GPs. of time and specific training. 6 However, they struggle with spiritual language and experience feelings of discomfort and fear that patients will refuse to engage in the discussion. 6 Little is known about the views of GPs on assessment tools for spiritual history taking, especially in palliative care.
The FICA spiritual history tool, created by Christina Puchalski in 1996 in collaboration with three primary care physicians, provides a way for the clinician to efficiently integrate the open-ended questions into a standard medical history (Box 1). Recent findings suggest that the FICA tool is a feasible tool for the clinical assessment of spirituality. 7 The aim of this article is to provide a solid overview of the views of Flemish GPs concerning spirituality and the use of the FICA tool for spiritual history taking in palliative care.
METHOD
Flemish GPs with accreditation and a minimum of 3 years experience as a GP were invited to participate in this study. They were chosen by location, in the surroundings of the Catholic University of Leuven. Twelve researchers conducted face-to-face semistructured interviews with these GPs for their Master's thesis, under the supervision of their advisor and co-advisor. They used an interview schedule of 11 open-ended questions.
The FICA tool was translated into Dutch through forward-backward translation. This translation method begins with a version of the tool in English, the language in which it was originally developed. This version was given to professional translators who translated the tool into Dutch. Then, another professional translated the Dutch version back into English (back translation) and the two English versions were compared. All participating GPs received the Dutch version of the FICA tool and the EAPC working definition of spirituality a few days before the interview. The demographic data of the GPs were collected before the start of the interview. The interview questions were based on the literature, supplemented by ideas gathered in a brainstorming session, and finally approved by all the authors. All the interviews were recorded and transcribed verbatim.
Thematic analysis was used as a method for the analysis of the semi-structured interviews. Thematic analysis is a tried and tested method that preserves an explicit and transparent link between the conclusions and the text of the primary data. Thematic analysis has three stages: the line-byline coding of the text, the development of 'descriptive themes', and the generation of 'analytical themes'. 8 While the development of descriptive themes remains 'close' to the primary data, the analytical themes represent a stage of interpretation whereby the reviewers 'go beyond' the primary data and generate new interpretive constructs, explanations or hypotheses. After careful inductive coding (both descriptive and interpretive), the authors located recurring themes.
RESULTS
Fifty-eight GPs were invited to participate in this study. Twenty-three of them accepted the invitation and were interviewed. The interviews took 1-2 hours. The reasons for non-participation were lack of time (n = 28), no interest (n = 5), and not meeting the inclusion criteria (n = 2). The demographic data are shown in Table 1 . Table 2 presents a thematic matrix of the following results. Box 2 summarises the evaluation of the FICA tool by the GPs in this study.
How this fits in
Recent findings suggest that the FICA tool is a feasible tool for the clinical assessment of spirituality. However, little is known about the views of GPs regarding the use of this tool in palliative care. According to this study findings, the FICA tool can be used as a guide for spiritual history taking by GPs, not as a checklist. However, a rephrasing of the questions is needed for more comfortable use in practice.
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A: Address in care
• How would you like your healthcare provider to use this information about your spirituality as they care for you?
What is spirituality?
The GPs interviewed expressed a broad range of views on spirituality. Some of the GPs agreed with the definition of spirituality given in the US consensus document, 1 in which spirituality is associated with the search for meaning in life, a higher being, life after death, love, wonder, gratitude, and people's basic orientation in life:
'[Spirituality is] a personal attitude to life, an outlook on life, … […] Spirituality is, to a certain extent, the time that you invest in the way you relate to things.' (GP 18)
The interviews revealed that these GPs considered religion to be a potential, but not mandatory component of spirituality:
'Religion is one of the forms, I think, in which spirituality can be expressed or defined. Thus I think it is a subset of the larger set we call "spirituality". Uhh … beyond that, I don't really see any other distinctions. But I think that you can perfectly well be spiritual in a non-religious way. That is also possible. And, yes, it seems to me that there are many different mixed forms of spirituality.' (GP 6) Several GPs considered spirituality to be a dynamic dimension: a person's spirituality can change throughout life. A difference in spiritual experience was noted between younger and older generations:
'At certain times in your life, spirituality is more important: when you marry, when you have children … the great turning points in your life. For the average 20-year-old student, it is somewhat less important. But the moment you hear the cancer diagnosis, it once again becomes important.
[…] They also say this about religiosity: in times of war, the churches are full.' (GP 8)
Spiritual history taking
Only somewhat less than half of the interviewees would take the initiative to start up a spiritual conversation, while the other GPs would leave it up to the patient. Responding to hints or noting signals from the patient were techniques the GPs would use to start the conversation. Raising the issue of end-of-life care was another way to stimulate openness:
'When the patient brings it up, then we further pursue the issue, … then we start talking about it.' (GP 3) 'So I try to sense whether people are thinking about it … about that end, and what comes after.' (GP 6) Most GPs agreed that the timing and the course of a spiritual conversation are determined by the patient. The spontaneity of these moments was frequently underlined:
'In his physical, psychic, and spiritual experience, [the patient] is the captain of his own ship.' (GP 1)
Many GPs preferably conversed in private with their patients about spirituality, at the patient's home. Spirituality received more attention in the palliative care process when physical and psychological aspects of care are less prominent.
Discussing spiritual issues with patients was perceived to be a value in the course of a care pathway. These issues were clearly distinguished from other dimensions in care, for example, the physical dimension:
'When people feel the meaning of life or they feel the warmth … I mean, when they feel the friendship, or the family that is supporting them. Or, indeed, the spiritual life -when that is to some extent opened up … […] That is perhaps 10 times more important than your […] taking their blood pressure, because I think they will not be put at ease by that. I think they will rather be reassured by a different conversation. I think that this point is extremely important … absolutely!' (GP 20)
Barriers in spiritual history taking Many GPs experienced their own emotions as a possible barrier in spiritual conversations with patients. Supposed knowledge about the patients' beliefs could hinder the communication, as does also a lack of privacy with the patient. A closed attitude and not accepting the palliative diagnosis were patient factors that can be barriers.
Lack of spiritual education and the emphasis on 'cure' rather than on 'care' were perceived to be shortcomings in medical training. Many GPs had not mastered the spiritual language, and they had the impression that the patients also had difficulties in finding their words: 'Well, uh, for myself … the fact that you don't know many words for talking about it. I feel that we have very little … I mean that I have very little language for talking about these things.' (GP 2)
Western society and its unfamiliarity with spirituality was another barrier. The interviewees often felt spirituality was a taboo topic, and described Western society as superficial:
'Sexuality used to be a taboo, but that's no longer the case. Now you can talk about it. But faith and spirituality, that's something that is no longer talked about. It's a new taboo. Uh, you're backwards and wacky if you talk about that.' (GP 7)
Facilitating factors in spiritual history taking Several physician-related facilitating factors were identified: having experience in palliative care, the GP's own interest in spirituality, being receptive to the patient's spirituality, and preparing mentally for spiritual conversations. The interviewees also mentioned patient-related facilitating factors, such as acceptance of the palliative diagnosis and adequate symptom control. A trusting relationship between the GP and the patient was perceived to be an important facilitating factor and, for some GPs, it was even perceived to be a prerequisite for spiritual conversations. Respecting the patient's beliefs and personality was another factor. GPs who were able to show their human side seemed to have fewer difficulties discussing spiritual issues: 'Not only sitting there and prescribing medication, but truly being able to talk as one human being to another and to show another side of ourselves. Not only as a doctor in the sense of being a care giver in terms of medical support, but also as a friend, as someone who …, yes, in palliative care we do indeed forge a tremendously strong bond with the patient.' (GP 4)
Spiritual care
Opinions about the role of the GP in spiritual care were divided. Some GPs stated that spiritual care is not their task. These GPs preferably referred patients to their relatives (that is, family or cultural society). Secondarily, they would refer patients to professional spiritual care givers: However, the majority of interviewees considered the GP a suitable spiritual care provider. In particular, they attributed an informative and guiding role to the GP: 'I am in any case convinced that the GP should also play this role, in the palliative phase, that this must be one of the GP's responsibilities. And then it kind of depends on the situation as to who finally performs the role or who is able to take it upon him or herself, but anyway, we are indeed one of the possibilities, it seems to me.' (GP 6) It seemed important that the GPs can refer to other care providers for specialised spiritual care.
Evaluation of the FICA tool
Many GPs disapproved the survey-style of the instrument, because it could limit the spontaneity of the discussion. The tool was described several times as being too prescribed and categorical, and not leaving enough space for the patient to bring up specific needs:
'So I think that you really need to be careful about putting everything in little pigeonholes. A hat rack is not a bad thing, of course, but I think you need to be very careful about hanging a whole lot of very specific things on it.' (GP 1) 'The problem is that it will come across as artificial if you ask the patient questions with the question list beside you. It needs to be spontaneous. Because this is not the usual doctor-patient communication. 
DISCUSSION

Summary
The GPs interviewed expressed a broad, dynamic view of spirituality, considering religion a potential, but not mandatory component. They perceived spiritual conversations with patients receiving palliative care as a value in the course of a care pathway. However, only half of the GPs would take the initiative. The others would rather leave it to the patient, waiting for a spontaneous moment. Many GPs are hindered by barriers in spiritual conversations, such as uncertainty, fear, lack of time, lack of formal spiritual education, lack of privacy with the patient, and the unfamiliarity of Western society with spirituality. However, they also described factors that can facilitate these conversations, such as the GP's own interest in spirituality, patients accepting the palliative diagnosis, a trusting relationship, and respect for patients' unique beliefs and personality.
The FICA tool was considered a possible guide or instrument that GPs can keep in mind while having spiritual conversations. The content of the tool was generally appreciated as relevant and useful. However, the interviewees identified a few shortcomings of the FICA tool. Many GPs disapproved of the survey style of the instrument, because it could cause resistance in some patients. The questions were perceived as too prescribed and categorical, limiting the physician's spontaneity. Many GPs would rephrase the tool into spoken language for more comfortable use in daily practice. Some GPs were not at all interested in using the FICA tool.
